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ABSTRACT
This study was designed to examine the responses of elementary and secondary
school counselors to students with symptoms of eating disorders. A survey was sent to
1000 school counselors in the upper Midwest (Iowa, Minnesota, North Dakota, South
Dakota and Wisconsin) during the spring of 2000. The survey contained lo f 4 vignettes
w'hich describe either a male or female student presenting with/without symptoms
suggestive of disordered eating patterns. The gender of the student in the vignette was
randomly assigned. School counselors were asked to report the classification they would
designate, assessment procedures they would utilize, and interventions that they would
implement with the student in the vignette. The survey also collected demographic
information about the counselors, the schools at which they are employed, and the
presence of an eating disorder prevention program. Two hundred sixty-three school
counselors returned the survey resulting in a response rate of 26%. Results indicated that
school counselors were likely to involve parents and psychologists in the treatment of the
eating disordered individual. In addition, the likelihood of having eating disorders
prevention program components in place varied by state. The manner in which school
counselors respond to students with eating disorders is an important issue as they are
likely to be the first mental health professional to come in contact with students with
disordered eating patterns. School counselors can play an important role in the
prevention, early identification, and treatment of students with disordered eating patterns.
Implications of the results of this study are discussed with this in mind.
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CHAPTER I
INTRODUCTION
A significant number of adolescents struggle with disordered eating patterns that
may impair their functioning in academic and social settings (Nelson, Hughes, Katz, &
Searight, 1999; Schlundt & Johnson, 1990; Spitzer et al., 1992). School counselors are in
an ideal position to identify and assess for eating disturbances as they have frequent
contact with individuals who are most at risk for developing eating disorders. Therefore,
I designed this study to examine school counselors’ perceived competence in the
assessment, identification and treatment of eating disorders as well as their ability to
diagnose and treat students presenting with symptoms of eating disorders. In this review
of the literature, information regarding prevalence, diagnosis, assessment, treatment, and
prevention of eating disorders will be discussed to provide the reader with an
understanding of current knowledge and recommended practices regarding eating
disorders.
Prevalence of Disordered Eating
The prevalence of subclinical eating disordered behavior and concerns about body
weight and shape are increasing, particularly in younger people (Hill, 1993, Koff &
Rierdan, 1991; Wardle & Marsland, 1990). Recent studies indicate that 15-40% of
females engage in caloric restriction, binge eating, purging, and other unhealthy weight
control behaviors (Nelson, Hughes, Katz, & Searight, 1999; Schlundt & Johnson, 1990;
Spitzer et al., 1992). Approximately 11% of female adolescents report engaging in
self-induced vomiting regularly; 4-8% report using laxatives, 3-4% report using diuretics,
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and 13% reported the regular use of purging (i.e., vomiting, laxatives, or diuretics) for the
purpose of weight control (Ben-Tovim, Subbiah, Scheutz, & Morton, 1989; Johnson et
al., 1984; Killen et al., 1986; Moss, Jennings, McFarland, & Carter, 1984).
Approximately 17% of adolescent girls binge eat at least once per week (Johnson, Lewis,
Love, & Stuckey, 1984, Moss, Jennings, McFarland, & Carter, 1984). Nelson et al.
(1999) found that 20% of female college students and 10% of male college students
reported engaging in anorexic symptomatology. Rosenvinge, Borgen, and Boerresen
(1999) reported that in their sample of 15 year olds, 1% met criteria for binge eating
disorder, 0.7% for anorexia (bulimic subtype), 0.7% reported symptoms suggestive of
subclinical bulimia, and 3.5% were “at risk” for the development of an eating disorder.
Steinhausen, Winkler, and Meier (1997) found that in a sample of Swiss adolescents,
0.7% met criteria for anorexia, and 0.5% met criteria for bulimia. As one might expect,
they found that individual symptoms were much more common than diagnosable eating
disorders.
In Australia, similar prevalence rates have been reported. Grigg et al. (1996)
reported that 27% of 14-16 year olds surveyed engaged in binge eating at least monthly,
8% engaged in vomiting at least monthly, and over 50% engaged in at least one
unhealthy weight reduction method in the past month. Wertheim and colleagues (1992)
reported that 9% of adolescent females engage in vomiting, while 6% use diet pills, 6%
use laxatives, and 3% use diuretics. They reported that 11% used a minimum of one of
the above unhealthy dieting methods at least weekly. Clearly a significant percentage of
adolescent girls are engaging in unhealthy weight reduction methods that put them at risk
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for developing eating disorders. Therefore, secondary school counselors are likely to
encounter a number of students with disordered eating patterns which place them at risk
for later developing an eating disorder. The symptoms and prevalence of the three
primary eating disorder diagnoses will now be discussed.
Diagnosis of Eating Disorders
According to the Diagnostic and Statistical Manual of Mental Disorders-4th
Edition (DSM-IV: APA, 1994; DSM-1V-TR: APA, 2000) the three primary eating
disorder classifications that are characterized by “gross disturbances in eating behavior”
include anorexia nervosa, bulimia nervosa, and eating disorder not otherwise specified.
Binge eating disorder, currently diagnosed as eating disorder NOS, is an additional
classification recently added to the DSM-IV as a diagnostic category requiring further
study.
Anorexia, bulimia, and binge eating disorder are complex eating disorders with
serious and potentially fatal medical complications (see Mitchell, Pomeroy & Adson,
1997 for a review). Dietary restriction by adolescents has been shown to be associated
with fatigue, anxiety, menstrual irregularities, impaired concentration, listlessness, and
impaired school performance (Mitchell, Pomeroy, & Adson, 1997; Nylander, 1971). The
average age of onset for bulimia and binge eating disorder is in late adolescence.
Anorexia nervosa has a bimodal age of onset distribution that peaks at 14 and 18 years.
Prevalence data suggest that 1 percent of young females meet criteria for anorexia
nervosa, 1-3% of young females meet criteria for bulimia nervosa, and 2-5% of women
meet criteria for Binge Eating Disorder (APA, 1994; Schlundt & Johnson, 1990; Spitzer
et al., 1992).
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Anorexia nervosa is characterized by (a) an intense fear of becoming fat, (b)
refusal to maintain a minimum weight above 85% of their ideal weight, (c) amenorrhea,
and (d) a distorted body image. Those with anorexia achieve weight loss by reducing
their caloric intake, exercising, and/or purging. Anorexia is classified as one of two
subtypes depending on the method of weight loss employed: restraining and binge/purge
types. Anorexia nervosa occ” ~s predominantly (95%) in females. Mortality rates for
those diagnosed with anorexia nervosa from 5-18% have been reported in follow-up
studies. Physical signs associated with anorexia nervosa include hypothermia,
bradycardia, hypotension, edema, lanugo, amenorrhea, and metabolic changes (APA,
1994; 2000). Those with anorexia nervosa may engage in other odd behaviors such as
preparing elaborate meals for others, hoarding and concealing food, or throwing away
food (APA, 1994; 2000). Many clients with anorexia have been described as
perfectionistic and “model children.” Furthermore, those with anorexia nervosa tend to
deny or minimize the presence and severity of their condition and tend to be resistant to
therapy (APA, 1994; 2000).
Bulimia nervosa is characterized by binge eating (i.e., the consumption of large
amounts of food in a short period of time accompanied by a lack of control) at least two
times per week. In addition, bulimia nervosa is associated with compensatory behaviors
such as vomiting, abuse of laxatives or diuretics, excessive exercise, and/or dietary
restraint to rid self of excess calories or weight as well as excessive concern about body
weight and shape. Often those with bulimia nervosa plan their eating binges in advance
typically during periods allowing for secretive eating. Binge eating episodes typically
involve the consumption of high calorie food that is sweet in taste and a texture that
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allows for rapid consumption (APA, 1994; 2000). Following the binge eating episode,
the individual typically experiences physical and emotional discomfort. He/She typically
feels ashamed, guilty, and disgusted with him/herself. They may try to alleviate the
physical and emotional discomfort by vomiting and/or purging the calories in some other
manner.
Those with bulimia nervosa tend to be of average weight although frequent
weight fluctuations are common. Interestingly, obesity in adolescence is one
predisposing factor to the development of bulimia nervosa (APA, 1994; 2000).
Depressed mood is also often associated with bulimia nervosa. Parents of those with
bulimia tend to be obese and have a higher frequency of major depressive disorder in
first-degree relatives. Common physical signs associated with bulimia are dental erosion,
electrolyte imbalance, and dehydration. Less common signs are esophageal tears and
gastric ruptures associated with purging behavior (APA, 1994; 2000; Halmi, 1985).
The primary symptom of binge eating disorder is the consumption of a large
amount of food in a short period of time accompanied by a sense of lack of control. In
addition, the individual experiences distress in response to binge eating. Binge eating
disorder is distinct from bulimia in that individuals with binge eating disorder do not
engage in compensatory behaviors such as purging or laxative use (APA, 1994; 2000).
Eating disorder not otherwise specified is appropriate for diagnosing binge eating
disorder and disordered eating patterns which do not meet criteria for a specific eating
disorder but result in distress and/or impairment for the individual. Examples of cases
with eating disorder not otherwise specified include a people of average weight who do
not binge eat but purge to prevent weight gain. Another example is the
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individual who meets all of the criteria for bulimia nervosa except he/she binge eats less
frequently than twice per week.
Eating disorders can result in impairment in the individual’s social, academic,
and/or occupational functioning (APA, 1994; 2000). Therefore, prevention and early
intervention are important to increase the likelihood of effectively treating and improving
the quality of life for young women and men who may develop eating disorders.
Effective treatment and prevention requires knowledge of the etiology of eating
disorders. Therefore, causal models of eating disorders will now be discussed.
Etiology of Eating Disorders
Several authors assert that the primary motivation for girls to engage in disordered
eating patterns appears to be the desire to lose weight to meet the expectations of family,
friends, and peers (Fabian & Thompson, 1989; Grigg et al., 1996; Paxton, Wertheim,
Gibbons, Szmukler, Hiller, Petrovich, 1991; Hendren, Barber, Sigafoos, 1986). In a
study by Grigg and colleagues (1996), 47% of the 14-16 year olds surveyed reported
currently trying to lose weight. Eighty-seven percent of the sample reported that they
desired the ideal body shape/image depicted in the media. Two-thirds of the sample
considered themselves to be fat when only 16% of the sample was actually overweight.
A link between weight concern and eating disorders has been demonstrated by a number
of researchers (Killen et al., 1994; Killen, Barr Taylor, Hayward, Haydel, Wilson,
Hammer, et al., 1996). Dieting also appears to be an important risk factor for the
development of an eating disorder (Striegel-Moore, Silberstein, & Rodin, 1986). Other
investigators assert that the etiology of eating disorders is significantly more complex
than the simplistic model presented above. Keamey-Cooke and Striegel-Moore
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(1997) present a model of the etiology of body image disturbance, a key feature of eating
disorders. They assert that body image disturbance involves internalized negative
representations which result from two primary pathways. The first pathway involves the
internalization of negative body images from a number of key events (e.g., sexual abuse
or multiple surgeries) and/or relationships with significant others who tend to
overemphasize physical appearance or be overconcemed with their body. The second
pathway is the projection onto one’s body overwhelming or negative internal states
and/or interpersonal difficulties. According to Keamey-Cooke and Striegel-Moore, when
the individual feels overwhelmed and out of control they may feel increased control when
attempting to exert control over their body. The individual tends to believe as many do
that by controlling and thereby changing their body, they will change their life.
Crisp (1997) views anorexia nervosa a phobic avoidance disorder, specifically to
avoid normal adult body weight and shape. He also emphasizes the individual’s attempt
to control their body. However, his focus the individual’s fear of puberty of normal
development because it signifies the beginning of developing an adult-like figure. He
identified several factors which may contribute to their “flight from growth” including
fear of “fatness,” sexuality, genetic vulnerabilities associated with adulthood (e.g.,
cardiovascular disease, Huntington’s disease), and perceived pressure from others to
remain a child. He remarked: “the range of maturational problems which may result in
this condition are endless.” (p. 252)
Streigel-Moore (1993) presented a developmental perspective on eating disorders
which encompasses many of the basic tenets of other theories and provides a much
broader socio-cultural framework for the development of disordered eating patterns
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which helps to explain the much higher prevalence in females and onset of eating
disorders. Striegel-Moore (1993) asserts that “normal female sex-role socialization
renders girls and women vulnerable both to the excessive pursuit of thinness... and to the
experience of aversive self-relevant awareness” (p. 145-146) both of which are salient
features of eating disorders. In particular, she asserts that this increased risk results from
the strong emphasis in western culture on the expectation that women be interpersonally
oriented which results in them being “highly vulnerable to others’ opinions of them and
behaviors toward them” and the expectation that women should strive for beauty.
Therefore, women in general, tend to make appearance and weight high priorities in their
lives. In addition, she argues that the nature of the developmental tasks of adolescence
and contextual factors (e.g., timing of puberty) place girls at risk of developing
disordered eating patterns during adolescence because they “raise questions about a girl’s
sense of se lf’ (p 148). Striegel-Moore identifies the following as psychosocial tasks of
adolescence: “adjusting to biological changes of puberty, establishing heterosexual
relationships, coping with increased achievement expectations and setting goals for one’s
future, moving toward autonomous functioning; and ... establishing a cohesive and
positive sense of se lf’ (p. 153). She asserts that by the time girls reach puberty a
significant number of them are already reporting weight dissatisfaction, dieting, and
binge eating.
Certainly there are a number of other theoretical models that attempt to explain
the etiology of eating disorders. However, the socio-cultural model presented by
Striegel-Moore seems to be one of the more comprehensive models. For a review of
other theoretical models, the reader is referred to Garner and Garfinkel (1997). As
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mentioned previously, the school counselor is in an ideal position to provide prevention
programming to, identify, assess, and intervene with students with disordered eating
patterns. Therefore, the school counselor’s role specific to intervening with students with
eating disorders will be discussed next.
The School Counselor’s Role
One might ask whether it is the school counselor’s responsibility to intervene with
students with disordered eating patterns. According to the American School Counselor
Association’s (ASCA) 1999 Role Statement, school counselors are “specialists... who
provide assistance to students through four primary interventions: counseling (individual
and group); large group guidance; consultation; and coordination” (ASCA, 1999, p. 1).
Furthermore, the ASCA indicates that it is the role of the school counselor to “provide all
students with life success skills” and “assist parents in obtaining needed services for their
children through a referral process and serve as a liaison between the school and
community agencies” (ASCA, 1999, p. 2). If one adopts the perspective that the goal of
the school counselor’s work is to promote the student’s well being in order to maximize
the success of the student as suggested by the ASCA (1999), then the answer to the above
question would be yes. What should the “intervention” involve? There are those who
assert that the role of the school counselor should be primarily developmental and
preventative in focus (Amundson, 1978). Furthermore, others argue that school is not the
site for “caseloads of clients,” and that referral is the preferred intervention for students
with serious mental health issues (Sears & Coy, 1991). In fact, this is consistent with the
opinion of the ASCA (ASCA, 1999). Others argue for a more diverse role for the school
counselor, including working cooperatively with others to provide therapy to the student

10
with disturbed eating patterns (Omizo & Omizo, 1992). Still others assert that the school
counselor can be the sole provider of therapy to the student with an eating disorder
(Hendrick, 1984).
Are school counselors trained to assess and/or provide therapy to students with
eating disorders? According to Hoyt (1993), “community resources to help youth better
understand themselves extend far beyond those school counselors can provide by
themselves” (p. 272). He further argues that the counselor has the responsibility to
coordinate and use in-school and out-of-school resources to meet the needs of students.
Amundson (1978) warns that counselors must exercise caution when attempting to utilize
therapeutic models in the school setting. He recommends that the counselor “go beyond
in-depth counseling with one or two students and coordinate consultation and community
coordination activities” (p. 160). Black (1995) and Phelps and Bajorek (1991) assert that
although school psychologists are expected to be in greater demand to assist in the
development of educational programming for children and adolescents with eating
disorders, many lack the training and experience necessary for the effective assessment
and treatment of eating disorders. The extent to which school counselors are trained to
effectively assess and treat students with eating disorders is unclear.
Price, Desmond, Price, and Mossing (1990) examined school counselor
knowledge of signs and symptoms of eating disorders using a series of statements about
those with anorexia and bulimia with a true-false response format. Participants in this
study included 337 school counselors (220 females and 117 males). They completed a
43-item questionnaire with a true-false response format. Examples of items on the
questionnaire include: Anorexia nervosa: Is sexually promiscuous (F), Has a fear of
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becoming fat even though underweight (T), Is often very close to father (F); bulimia
nervosa: Is regular abuser of alcohol and other drugs (F); Is excessively concerned with
body weight and/or shape (T), and averages 2 binge eating episodes a week for at least 3
months (T). They concluded that school counselors were very knowledgeable about
eating disorders, in general, and were more knowledgeable about anorexia than bulimia.
However, the manner by which knowledge regarding eating disorders was assessed
(statements about the disorder responded to in a true-false format) does not necessarily
reflect into the school counselor’s ability to detect signs and symptoms of an eating
disorder presented by a student. Rather, the instrument used assesses facts and myths
about eating disorders. No other published studies regarding school counselors’ ability to
diagnose and effectively treat eating disorders were found by this author.
An additional question is whether school counselors have the time to provide
therapy to students. ASCA recommends that 70% of the school counselor’s time be
allotted to direct service to students and the counselor to student ratio for “effective
program delivery” be a maximum of 1:250 (ASCA, 1999). However, the ASCA does not
specify the percent of “direct service” time to be devoted to personal counseling. The
Florida Student Services Act of the State Legislature established the “75:25 rule” which
identifies counseling as a primary responsibility of the school counselor (Johnson, 1990).
According to Thomas and Hutchinson (1992), school counselors are required to spend a
significant amount of their time engaged in administrative tasks, which inadequately uses
counselors’ skills and prevents them from adequately serving the primary needs of
students. They further assert that changes should take place to allow more time for
school counselors to counsel students. Their assertion may lead one to believe that there
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is a discrepancy between the perception of administrators and school counselors
regarding the school counselor’s role. However, researchers have found that there is
more agreement than disagreement between principals’ and school counselors’
perceptions regarding their role (Johnson, 1990; Jones, 1990). Perhaps the significant
amount of time spent on administrative tasks is out of necessity rather than being the
ideal role of the school counselor. Or, perhaps the school counselor agrees that their role
involves administrative duties. The ASCA indicates that counselors should utilize
therapeutic approaches that maximize effectiveness in the minimal amount of time
(ASCA, 1999). Sears and Coy (1991) assert, “counselors must consult with parents,
teachers, other educators, and various community agencies to help students deal with
more serious personal and educational problems” (p. 3).
Several authors have provided recommendations for the response of school
counselors to students with eating disorders (Hendrick, 1984; 1985; Merriam & Murray,
1997; Murray & Merriam, 1987; Omizo & Omizo, 1992). Omizo and Omizo (1992)
noted that eating disorders are multidimensional, involving physical, psychological and
social components. They further argue, “the first responsibility of the school counselor is
to recognize the symptoms and anorexia and bulimia nervosa, most of which are
observable in the school setting” (p. 218). The second responsibility is for the school
counselor to decide whether to provide therapy to the student or make a referral to
another mental health professional. Omizo and Omizo noted that when making this
decision, the counselor must determine if the required assistance (e.g., frequent sessions)
can realistically be provided within the school setting. They argued that often the school
counselor is not able to provide all of the necessary services for the student with an eating

13
disorder and recommended that the counselor collaborate with other professionals by
taking a “team approach.” Similarly, Krey and Porcelli (1989) emphasized an
interdisciplinary approach involving various medical and psychological professionals.
According to the ASCA (1999), one critical role of the school counselor is
prevention programming. Current literature regarding programming for the prevention of
eating disorders will now be discussed.
Prevention of Eating Disorders
A number of individuals have called for the development and evaluation of eating
disorder prevention programs (Omizo & Omizo, 1992; Shisslak, Crago, & Estes, 1995;
Streigel-Moore, Silberstein, Frensch, & Rodin, 1989; Wadden & Stunkard, 1985).
According to Omizo and Omizo (1992), a vital role of the school counselor is the
development of educational programs aimed at the prevention of eating disorders. They
note that the people at highest risk of developing anorexia and bulimia nervosa are young
people, and suggest that “school interventions provide the best opportunity to reach
them” (p. 222), and by providing early detection and intervention, the student’s
likelihood of recovery can be “increased dramatically.”
Seven school-based prevention programs have been examined in the literature
(Carter, Stewart, Dunn, & Fairbum, 1997; Shisslak, Crago, & Neal, 1990; Rosen 1989;
Moriarty, Shore, & Maxim, 1990; Moreno & Thelen, 1993; Paxton, 1993; Killen et al.,
1993). The focus of each of these programs has been to educate individuals about the
symptoms and consequences of eating disorders, the consequences of dieting, healthy
weight control methods, and ways to resist pressures to diet (Carter et al., 1997). The
results of these programs have been discouraging. Investigators examining the

effectiveness of these programs have concluded that these programs led to an increase in
knowledge, but not to measurable improvements in the target behavior(s). Carter et al.
(1997) found that immediately following the intervention, the. participants demonstrated
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is based on the notion that “from birth, girls in industrialized countries are socialized to
disregard their internal emotional and kinesthetic experience of their bodies and to value
themselves in terms of how they look (p.219). Friedman asserts that girls use the
language of “feeling fat to displace feelings that they are generally encouraged to repress
and to describe experiences for which they have little language or which make them feel
unsafe” (p. 219) which makes them vulnerable to the development of eating disorders.
The “Girls in the 90’s” prevention program is an open-discussion group meeting
for 10-12 weeks that focuses on teaching health promotion and contemporary theories of
female development to help them make a “healthy transition through adolescence.” The
three primary goals of the program are (a) to help girls understand how they use the
“language of fat” to express feelings and to cope, (b) to help them develop healthy selfexpression and insight into their feelings, behavior, and expectations, and (c) to build
support networks with peers and women.
Participants and an outside evaluator have evaluated the “Girls in the 90’s”
program. Participants have reported being more assertive and less shy following
participation in the group. They reported that the most important part of the group was
the opportunity to talk about their concerns and know that other girls feel the same way.
The participating girls apparently did not like that the group was time-limited and met
only once per week. The outside evaluator reportedly concluded that the “Girls in the
90’s” program “introduced the girls to the concept and value of a support system.” The
long-term effects of this program have not yet been evaluated although the initial results
appear promising.
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No published studies have examined the extent to which schools have
implemented prevention programs. Therefore, this study was designed to examine the
implementation of prevention programs in schools in 5 upper midwestem states. Another
key issue is the assessment of students with disordered eating patterns. Therefore, the
assessment of eating disorder symptomatology and related psychopathology will now be
discussed.
Assessment of Eating Disorders
A key role of the school counselor is to identify and assess disordered eating
patterns to enable him/her to provide needed services to the student or refer to another
professional. A number of psychometrically sound assessment techniques will now be
discussed.
Interview. The Eating Disorders Examination (EDE; Fairburn & Cooper, 1993) is
considered to be the “gold standard” in the assessment of eating disorders. It is the most
widely used and empirically supported interview (Smith et a)., 1994). The EDE yields an
overall score reflecting the severity of eating disorder psychopathology as well as
subscale scores of the following areas: restraint, eating concern, shape concern, and
weight concern. The EDE does have limitations in that it requires well-trained assessors
and approximately one hour to complete which may limit its application in the school
setting. Unstructured interviews/clinician-based interviews that assess developmental
history, social history, family history, symptom onset, antecedents, and consequences are
also valuable for the assessment of eating disorder symptomatology and provide more
flexibility to allow for widespread use in the school setting.
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Self-report Questionnaires. Numerous questionnaires with documented
psychometric properties are available for use by cHnicians and researchers. Selection of
an appropriate questionnaire depends primarily on the purpose of the assessment. The
Eating Disorder Inventory-2 (Gamer, 1991; Gamer, Olmstead, & Polivy, 1983) is a 64item commonly used questionnaire that provides information regarding the features of
anorexia and bulimia. According to Cowther and Sherwood (1997), the EDI-2’s primary
advantage is that a psychological profile is generated from responses that may be used to
identify treatment goals. In addition, it does assess symptoms of both bulimia and
anorexia. Furthermore, it has been shown to have diagnostic sensitivity and good
psychometric properties (Crowther, Lilly, Crawford, & Shepheid, 1992; Gamer, 1991).
The EDE-Q (Fairbum & Cooper, 1993) is another self-report measure consisting of 38
items, which were derived from the Eating Disorder Examination (the interview
mentioned previously), designed to assess symptoms of eating disorders. As this measure
is relatively comprehensive yet brief, it may serve as a useful screening instrument for
school counselors.
The Eating Attitudes Test (Garner & Garfinkel, 1979), Bulimic Test, Binge
Eating Scale, and Binge Scale are more specifically focused, cost effective, self-report
measures that also have demonstrated sound psychometric properties (for reviews see
Rosen & Srebnik, 1990; Williamson, 1990; Wilson, 1993). These measures are likely to
be helpful when the goal is to assess specific symptoms associated with anorexia,
bulimia, or binge eating disorder. They would not likely be useful as a general screening
instrument, as they do not comprehensively assess for symptoms for all three eating
disorders. The Eating Attitudes Test provides information regarding symptoms of
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anorexia only. The Bulimic Test (BULIT; Smith & Thelen, 1984; Thelen, Farmer,
Wonderlich, & Smith, 1991) consists of 36 items that assess symptoms and symptom
severity specific to bulimia. This measure has been shown to correlate highly with other
measures of symptomatology and to have diagnostic sensitivity and specificity (Thelen et
al., 1991; Thelen, Mintz, & VanderWal, 1996). The Binge Eating Scale consists of 16
items designed to assess behavior, cognitions, and feelings associated with binge eating
behavior (Gormally, Black, Daston, & Rardin, 1982). The BES has been shown to have
good diagnostic sensitivity and test-retest reliability (Wilson, 1993). The Binge Scale
(Hawkins & Clement, 1980), a brief questionnaire including 9 items, is another measure
of behavior and attitudes associated with bulimia that has demonstrated good internal
consistency and test-retest reliability (Wilson, 1993).
The Bulimic Thoughts Questionnaire (BTQ; Phelan, 1987), Bulimic Cognitive
Distortions Scale (Schulman, Kinder, Powers, Prange, & Glenhom, 1986), and the Mizes
Anorectic Cognitions Questionnaire (MAC; Mizes & Klesges, 1989) are 3 measures that
provide valuable information regarding the current level and change over time of
maladaptive cognitions associated with eating disorders. All three measures have
demonstrated good internal consistency and diagnostic sensitivity (Bonifazi, Crowther, &
Mizes, 1996; Phelan, 1987; Mizes, 1992; Schulman et al., 1986). These measures would
be useful when the focus of the assessment is specific thoughts associated with eating
disorders.
It is apparent that there are a number of psychometrically sound interviews and
questionnaires available for the assessment of eating disorders. The above-mentioned
instruments are useful for the initial assessment of symptom severity and change in
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symptoms across points in time. A limitation of many of the measures is that they are
face valid and students/clients who desire to minimize symptom reporting are able to do
so quite easily.
Monitoring. Self-Monitoring involves having the client record their eating and
purging behavior, contextual factors, antecedents, and consequences of the target
behavior (i.e., disordered eating behavior) as it occurs or immediately after its occurrence
(Crowther & Sherwood, 1997; Lee & Miltenberger, 1997; Stickney & Miltenberger,
1998). Self-monitoring is particularly useful in conjunction with therapy by increasing
the individual’s awareness of controlling variables and providing important information
about the client’s progress to the therapist (Williamson, 1990; Wilson, 1993). Published
monitoring forms are available (Johnson & Connors, 1987; Williamson, 1990) or the
therapist can develop their own forms to best meet their needs. An example of a
monitoring form is presented in Appendix A.
Assessment of Comorbid Conditions. Depression, anxiety, a history of sexual
abuse, and alcohol/drug abuse are additional areas that should be considered in a
comprehensive assessment of disordered eating patterns (Smith et al., 1994). Among the
most well validated and commonly used measures of depression are the Children’s
Depression Inventory (CDI; Kovacs, 1992) and Beck Depression Inventory (BDI; Beck,
Rush, Shaw, & Emery, 1979). The Spielberger State-Trait Anxiety Inventory for
Children (STAIC; Spielberger et al., 1973) and the Revised Child Manifest Anxiety Scale
(Reynolds & Richmond, 1997) are commonly used, well validated measures of anxiety.
These measures are cost-effective, self-report questionnaires that provide valuable
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information regarding current symptoms. Furthermore, they provide a means of
assessing change in symptom severity over time.
The extent to which school counselors are aware of and use these measures has
not been assessed. Therefore, this study will examine the types of assessment techniques
school counselors typically use with students as well as their perceived competence in the
assessment of eating disorders. Following the appropriate assessment, the school
counselor must decide whether to refer the student, be part of a treatment team, or to be
the sole provider of services. Literature regarding the components and effectiveness of
treatments for eating disorders will now be discussed.
Treatment
A broad range of treatments is available to address eating disorders including
inpatient, residential, group therapy, and individual outpatient treatment. For more
severe cases, residential treatment or hospitalization may be warranted. This course of
action requires the involvement of a physician. Outpatient therapy, which is appropriate
for the majority of students with disordered eating patterns, does not necessarily require
the involvement of a physician. However, it is strongly recommended that the individual
treating the child/adolescent with disordered eating consider including a physician in the
treatment team as the physical complications associated with eating disorders can be
severe.
Individual and group outpatient therapy will be discussed in greater detail as these
are the treatment modalities most likely to be used with the majority of students with
disordered eating patterns. For the outpatient treatment of eating disorders, Cognitive
Behavior Therapy (CBT) has been studied the most extensively and is considered to be
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the most effective treatment approach (Gamer & Needleman, 1997). However, there are
a number of other treatment approaches that have merit and may prove to be useful with
students. Therefore, three common approaches to treating eating disorders (i.e., CBT,
Interpersonal therapy, and Feminist therapy) will be presented.
CBT is focused on modifying maladaptive cognitions and regulating eating and
activity patterns (Schlundt & Johnson, 1990). Components typically included in CBT are
self-monitoring, education, cognitive restructuring, behavior modification, body image
therapy, relaxation training, exposure with response prevention, weight management
training, personal social problem solving, and relapse prevention. CBT is the most
empirically supported treatment for bulimia nervosa (Agras, 1993; Fairbum, Marcus, &
Wilson, 1993; Mitchell, Raymond, et al., 1993). Following CBT, 51 to 71% of
individuals no longer engage in binge eating and 36-56% no longer purge (Agras et al.,
1992; Agras et al., 1989; Fairburn et al., 1991; Mitchell, Pyle, Eckert, Hatsukami,
Pomeroy, & Zimmerman, 1990). CBT has also been shown to result in a reduction in
overconcem with weight and shape, dietary restraint, and depressive symptomatology
(Agras, et al., 1992; Fairbum, Jones, Peveler, Hope, & O ’Connor, 1993; Wilson,
Eldredge, Smith, & Niles, 1991). Furthermore, CBT has been shown to have promising
effects in reducing binge eating among obese individuals (Stunkard, Berkowitz, Tanrikut,
Reiss, & Young, 1996). Further research is needed to examine the effectiveness of CBT
with anorexia nervosa (Johnson, Tsoh, & Vamado, 1996).
Interpersonal therapy (IPT), originally developed by Klerman, Weissman,
Rounsaville, and Chevron (1984) for the treatment of depression, has recently begun to
be used in the treatment of eating disorders. The focus of IPT, as the name implies, is on
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interpersonal problem areas and personal stress, which are believed to cause anxiety and
depression, which in turn, make a binge eating episode more likely. IPT consists of 3
stages. The first stage involves the identification of interpersonal difficulties that have
contributed to the eating disorder. A therapeutic contract for addressing the interpersonal
difficulties is developed in the second stage. Lastly, termination issues are addressed in
the third stage. IPT would seem to be most appropriate for individuals who report
engaging in binge eating and/or purging in response to interpersonal difficulties. Initial
findings regarding the effectiveness of IPT are promising for the treatment of bulimia and
binge eating in individuals who do not meet criteria for bulimia (Fairbum, Jones, Peveler,
Carr, Solomon, O’Connor, Burton & Hope, 1991; Stunkard, Berkowitz, Tanrikut, Reiss
& Young, 1996; Wilfley, 1993).
According to Dare and Eisler (1997), feminist therapy is best described as a
“stance toward therapy” rather than a set of techniques. In particular, the therapy
utilizing feminist therapy, attempts to minimize the power differential between him/her
and the client. The therapist is not considered to be “the expert” as in other therapy
models. Feminist therapy is characterized by a focus on women’s interpersonal
relationships, role conflicts, identity confusion, sexual abuse and other forms of
victimization that may have contributed to the development and maintenance of the
eating disorder (Gamer & Needleman, 1997).
Group Psychotherapy
According to Polivy and Federoff (1997), group therapy has the advantages of
validation by others, interpersonal feedback, coping models, information, enhancing self
esteem, and providing the members with a sense of control. Overall, group therapy has
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been shown to be equally effective to individual therapy (Polivy & Federoff, 1997).
They concluded that generally, group therapy is a cost-effective way to provide treatment
to individuals with an eating disorder. However, they caution that potential group
members be carefully assessed and screened to determine their appropriateness for group
therapy. There are numerous types of groups used in the treatment of eating disorders
including psychodynamic/interpersonal, cognitive-behavioral, behavioral,
psychoeducational, self-help, etc. Rosenvinge (1990) and others (as cited in Polivy &
Federoff, 1997) found that the effectiveness of group therapy for the treatment of eating
disorders does not differ by theoretical orientation. They found that approximately 40%
of clients with bulimia were abstinent from binge eating and purging at the termination of
group therapy regardless of the underlying theoretical perspective.
An interdisciplinary treatment approach to the treatment of eating disorders
including cognitive-behavior therapy, family therapy, medical evaluation, and dietary
counseling is considered important by many (Halmi, 1994; Omizo & Omizo, 1992;
Russell, Szmukler, Dare, & Eisler, 1987). As a number of medical complications may
result from behavior associated with anorexia and bulimia, it is very important to include
a medical evaluation in the treatment of students with eating disorders. Psychotropic
therapy (i.e., antidepressant medications, Prozac in particular) has been shown to be quite
effective for the reduction of bulimic symptoms (Advokat & Kutlesic, 1995; Garner &
Needleman, 1997; Johnson, Tsoh, & Vamado, 1996). However, Gamer and Needleman
(1997) recommend that psychotropic medication be used in conjunction with therapy as it
tends to have high relapse rates when used in the absence of psychotherapy.

24
Psychotropic medication does not seem to impact the symptoms of anorexia nervosa
however (Johnson, Tsoh, & Vamado, 1996).
In addition, dietary counseling is often necessary to help the student modify
his/her eating patterns to broaden the variety of foods she/he may consider eating and
maximize the nutritional value of his/her diet. Therefore, including a dietitian/nutritionist
in the treatment team would be valuable.
In summary, a review of the literature indicates that a number of young people
struggle with disordered eating patterns. Several authors have called for prevention and
early intervention to maximize treatment effectiveness and prevent the later development
of eating disorders. School counselors are among the first mental health professionals to
come in contact with young people with these concerns so they are in an ideal position to
offer prevention, assessment, and treatment services. Although, the assessment and
treatment of these eating disturbances are, at times, complex and require an
interdisciplinan treatment approach school counselors can play a very important role in
early identification, treatment, and/or referral services.
Purpose
Although school counselors are expected to play an important role in
identification, assessment, and treatment of eating disorders, little is known about the
extent to which they have been adequately trained and feel competent to provide these
services. I found no published studies, which have examined the response of school
counselors to students with an eating disorder. Therefore, this study was designed to
examine the response of school counselors to students with disordered eating patterns.
Prevention programs, assessment techniques, therapy services, and referral practices were
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examined to identify the strengths of current services and areas in need of growth.
Furthermore, school counselors’ ability to recognize eating disorder symptoms in both
male and female students as well as differing perceptions of eating disorder symptoms in
male and female students were assessed.
Research Questions
1. Are school counselors able to accurately diagnose students presenting with symptoms
of eating disorders?
2. How do school counselors assess students who present with symptoms suggestive of
an eating disorder?
3. How do school counselors intervene with students who present with symptoms of an
eating disorder?
4. What eating disorder prevention programming components are currently being
utilized?
5. Do school counselors consider it to be their role to treat students with eating disorders?
6. How comfortable are school counselors with referring students to other professionals
(physicians, nutritionists, psychologists, psychiatrists, and clergy)?
7. Do they believe they received adequate training about eating disorders, and do they
believe more training regarding eating disorders is necessary?
8. What are school counselors’ levels of perceived competence in the identification,
assessment, treatment, and referral of students with eating disorders?
9. What barriers to providing services do school counselors encounter?
10. Are there differences between male vs. female and rural vs. urban school counselors
in the above-mentioned areas?

CHAPTER E
METHOD
This study involved a between subject, 2 (female vs. male) X 2 (eating disorder
vs. no eating disorder) experimental design. The between subject design was used rather
than a within subject design as the nature of the research question (i.e.. the school
counselors’ ability to detect eating disorder symptoms in males and females) required that
the male and female vignettes be identical excluding gender. Therefore, participants
received only one vignette and comparisons were made between subjects.
Participants
Participants included 263 school counselors from elementary and secondary
schools in the upper Midwest (Iowa, Minnesota, North Dakota, South Dakota and
Wisconsin. Demographic information regarding the sample is presented in Table 1. Two
hundred sixty-three school counselors responded to the survey, 168 of who were female,
91 male, and 4 unreported. The respondents’ average age was 45.2 years and mean
length of employment as a school counselor was 11.19 years (SD=8.14). On average,
male counselors had been employed significantly longer than female counselors (F (1,
258) = 46.56, p < .001). Participating school counselors reported spending an average of
42% of their time devoted to personal counseling and 41% of their time devoted to
academic counseling. The majority of respondents (n= 245) had earned their Master’s
degree. Nine had an Education Specialist degree, 4 a Bachelor’s degree, 1 had a doctoral
degree, and 4 did not report their degree. Counselor to student ratios are also presented in
Table 1. South Dakota had the lowest counselor to student ratio with 1:349, which is
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surprising given that, of the 5 states surveyed, South Dakota provides the ieast amount of
funding per pupil. Minnesota had the highest counselor to student ratio with 1:508
despite the fact that it is the second highest (of the 5 states) in funding per pupil.
Table 1
Mean age, years as a school counselor, and percentage of time devoted to personal and
academic counseling bv state
State
Variable

IA

ND

MN

SD

WI

Overall

46
(9)

46
(10)

46
(9)

45
(11)

43
(10)

45
(10)

12
(9)

11
(9)

12
(8)

10
(7)

11
(8)

11
(8)

43
(24)

44
(24)

40
(23)

39
(23)

45
(26)

42
(24)

43
(27)

45
(25)

46
(26)

39
(25)

35
(24)

41
(25)

387
(284)

403
(213)

508
349
393
(258) (188) (153)

Age

M
SD
Years as School Counselor

M
SD
% Personal Counseling
M
SD
% Academic Counseling

M
SD
Ratio (1 Counselor: n Students)

M
SD
Note: * (p< .05).

405 *
(228)

Measures
The School Counselor Survey included 1 of 4 vignettes that describe a male or
female client with/without symptoms suggesting the presence of disordered eating
patterns (See Appendix B). A number of recent research studies have utilized vignettes
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to assess perceptions, attitudes, and/or likely responses to a particular individual (Barry,
Doherty, Hope, Sizsmith, & Kelleher, 2000;Chapman, Bergus, & Elstein, 1996;
Cummins, 2000; Hayes & Erkis, 2000; Peabody, Luck, Glassman, Dresselhaus, & Lee,
2000; Rerick, 2000; Rodriquez & Twaite, 1999; Sakaris, 2000; Uncapher& Arean, 2000).
Peabody, Luck, Glassman, Dresselhaus, and Lee (2000) compared clinical vignettes,
chart abstraction, and standardized patients as measures of the process of care. They
concluded that the use of vignettes may be a useful way to assess physician’s practice in
an outpatient setting, as responses to vignettes seemed to reflect actual practice. In fact,
vignettes were found to be a more accurate measure than chart abstraction.
The vignettes in tills study were developed based on consultation with 3 licensed
psychologists with experience treating clients with eating disorders.

The female and

male vignettes varied only in terms of the name (James/Jane) and pronouns (he/she). The
eating disordered and non-eating disordered vignettes varied in terms of the following
symptoms: discomfort with physical touch and others seeing his/her body; wearing of
clothing which hides his/her body; eating alone; reported appetite and difficulty
identifying specific meals eaten; “pulling” at his/her jeans indicating self-consciousness
about weight and shape; and high expectations of self. These eating disorder symptoms
were selected because they are subtle cues with which a student with disturbed eating
patterns may present. The vignette including a female with an eating disorder is
presented below as an example.
Jane, a fourteen-year-old girl from the 10th grade class has come to you for
counseling. She is crying when she comes to your office and says she
feels like she is “always crying lately”. She is concerned about her
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relationship with her boyfriend. Jane really likes him and feels they have
a close relationship. Currently, they are not sexually intimate, and both of
them are fine with that enjoying just spending time together. But, it seems
like everyone else she knows is sexually intimate, and Jane’s starting to
wonder whether she should be “doing it”, too.

Jane becomes very uncomfortable and upset at this point in the
conversation. When you ask her about that, she hesitates and then says
that she is a very private person. After some gentle probes from you, she
reveals that she doesn’t want anybody else to touch her too much or be
able to see her body. She reports that even at home with her parents she is
careful to always be private. She always wears at least one layer of longsleeved, long-legged clothing, even when the weather seems warm.
Sometimes, she carries a blanket with her at home to sit down with. She
eats alone in her room, even when her parents are home and she has a
bathroom attached to her bedroom, so she often only sees her parents
when they all sit down to watch TV at the end of the day. When Jane is
with her boyfriend, she gets nervous if he starts to touch her arms and
back and often pushes him away, even though she does really like him.

You observe that Jane is neatly groomed and dressed. She is wearing a
turtleneck sweater beneath a school sweatshirt with blue jeans. She is
somewhat pale, and her hair is pulled back in a ponytail. She has dark
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rings beneath her eyes, and when you ask about that, she says that she has
been feeling tired lately, and attributes it to stress. In follow-up questions,
Jane reveals that she has been feeling more stressed than usual and that
this has been a hard semester. Her sleep “hasn’t been the best.” When
you ask her about her appetite, Jane reports that she is eating the “same as
usual” although she can’t identify any specific meals she’s had over the
last couple of days. Jane denies any health concerns or weight loss, and
pulls at her jeans slightly when asked about those things. She reports
feeling a little “light-headed” sometimes, and attributes that to too little
sleep. She feels she can’t sleep when she has so much to do, because she
should be working instead.

When you try to get more information about Jane’s physical health and
daily habits, she interrupts you and says, “I only came here to talk about
my boyfriend. This stuff isn’t important.”

The survey also included questions regarding demographics, perceived expertise,
adequacy of training, need for additional training, and barriers to providing services to
students in the schools (See Appendices B and C). Following the vignette the counselor
was asked to respond to a number of questions designed to assess how he/she would
likely diagnose, assess, and intervene with male and female students presenting
with/without symptoms of an eating disorder.
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Procedure
The names of 1000 counselors (200 randomly selected in each of 5 states) were
obtained from the Departments of Education in Iowa, Minnesota, North Dakota, South
Dakota, and Wisconsin. Prior to data collection this study was reviewed and approved by
the University of North Dakota Institutional Review Board. The School Counselor
Survey and cover letter (See Appendix A) were mailed to 1000 elementary and secondary
school counselors in March, 2000. Each counselor received 1 of the 4 vignettes which
were randomly assigned within states so that an equal number of each of the 4 vignettes
were mailed to school counselors in each state. No identifying information was included
on the survey. Two hundred sixty-three school counselors returned the survey resulting
in an overall response rate of 26%. The response rate for each state was as follows: Iowa
(28%), North Dakota (28%), South Dakota (26%), Wisconsin (26%), and Minnesota
(22%). There was not a significant difference in the response rate between states. The
response rate for each vignette was as follows: female with eating disorder symptoms
(60), female without eating disorder symptoms (73), male with eating disorder symptoms
(60), male without eating disorder symptoms (70).

CHAPTER m
RESULTS
Responses to each of the 4 vignettes are summarized in Tables 2 and 3. Betweengroup differences (male vs. female; eating disorder vs. no eating disorder) were computed
utilizing Analysis of Variance (ANOVA).
Are School Counselors Able to Accurately Diagnose Students Presenting With
Symptoms of Eating Disorders?
In response to the female student with disordered eating vignette, respondents
rated the eating disorder diagnosis as the most relevant of the 7 diagnoses. They
identified depression, anxiety, and sexual abuse issues as the next most relevant
diagnoses (in order of relevance). In response to the male with symptoms associated with
an eating disorder vignette, participants ranked the diagnoses in terms of relevance as:
(a) anxiety; (b) sexual abuse; (c) depression; (d) eating disorder; (e) relationship issue;
and (f) identity issue.
Table 2
Mean rated relevance of diagnoses by vignette

Diagnosis

Vienette
Female
Male
ED Sxs
No ED Sxs
ED Sxs
No ED Sxs

Adjustment Disorder
M
SD

5.58
(1.69)

5.95
(1.62)

5.11
(1.79)

5.32*
(1.61)

Anxiety
M
SD

3.56
(170)

2.77
(1.38)

3.14
(1.62)

2.05***
(1.29)
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Table 2 cont.

Diagnosis

Vignette
Female____________________ Male
ED Sxs
No ED Sxs
ED Sxs
No ED Sxs

Depression
M
SD

2.71
(1.57)

1.83
(1.08)

3.45
(2.04)

2.38***
(1.45)

Identity
M
SD

4.93
(1.76)

4.85
(1.70)

4.52
(1.83)

3.98*
(1.95)

Relationship
M
SD

4.50
(1.69)

3.01
(1.73)

4.30
(1.94)

3 i7***
(1.89)

2.44
(1.72)

4.59
(2.02)

4.23
(2.34)

5.51***
(1.48)

3.65
(2.21)

4.26
(2.15)

3.41
(2.24)

5.13***
(2.06)

Eating Disorder

M
SD
Sexual Abuse

M
SD

Note: * (p < .05), *** (p < .001) Numbers reflect means and standard deviations of
responses to the statement: “Please rate the following diagnostic classifications (l=m ost
relevant-8=least relevant) in terms of how appropriate/relevant each is for this student:”

In response to the female and male vignettes that did not include symptoms
associated with eating disorders, respondents rated the relevance of the eating disorder
diagnosis as 5th and 7th respectively. As expected, there was a significant difference
between the reported relevance of the eating disorder diagnosis between the 4 vignettes
(F (3, 242) = 27.524, p < 0.001). Post hoc analyses indicated that there was a significant
difference between the reported relevance of the eating disorder diagnosis in response to
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the female, eating disorder vignette and the other 3 vignettes (i.e., female, no eating
disorder and both male vignettes) (2 < .001) such that the eating disorder diagnosis was
rated as significantly more relevant to the female eating disorder vignette than the other 3
vignettes. In addition, the eating disorder diagnosis was rated as significantly more
relevant in the female, non-eating disordered vignette than the male non-eating
disordered vignette (2 < .05). A significant difference between urban and rural
counselors’ perceived relevance of the sexual abuse diagnosis to the vignettes was also
evident such that urban counselors were more likely than rural counselors to suspect
sexual abuse (F (1, 228) = 4.03 ,2 < -05).
How Do School Counselors Assess Students Who Present With Symptoms Suggestive of
An Eating Disorder?
Information regarding the assessment approaches school counselors reported they
would use in response to the students in each of the vignettes are summarized in Table 3.
Overall, 19% of respondents indicated that they would use a structured interview with the
student presented in the vignette. However, despite being asked to, they did not specify
which structured interview they would utilize. There was not a significant difference in
the likelihood of using a structured interview between vignettes. Seventy-three percent
of respondents reported that they would utilize an unstructured interview.
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Table 3
Percent of school counselors endorsing each assessment and treatment technique in
response to each vignette
Vignette
Technique
Assessment
Structured Interview
_%
n
Unstructured Interview
%
n
Questionnaire
%
n
Monitoring
%
n
Treatment
Referral to Psychologist
_%
n
Referral to Physician
_%

a
Referral to Social Worker
_%
n
Group Therapy
_%
n
Meeting
%

a
Parent
_%
n
Note: * (p < .01). ** (p < .001)

I

n

in

IV

15.3
(9)

22.2
(16)

25
(15)

13.4
(9)

76.3
(45)

67.1
(49)

71
(43)

79.1
(53)

25.0
(15)

30.0
(22)

23.0
(14)

20.0
(14)

20.0
(12)

19.0
(14)

10.0
(6)

16.0
(16)

56
(33)

41.1
(30)

50
(30)

38.8
(26)

18.6
(11)

13.7
(10)

18.3
(11)

9.0
(6)

12
(7)

19.2
(14)

16.7
(10)

11.9
(8)

15.3
(9)

16.4
(12)

21.7
(13)

16.7
(11)

63
(37)

43.8
(32)

57.6
(34)

29.9**
(20)

59.3
(35)

54.8
(40)

55
(33)

32.8*
(22)
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Twenty-four percent of respondents indicated that they would use at least one
questionnaire with the student presented in the vignette. The majority of those who said
they would use a questionnaire (n = 37) reported that they would use a depression
questionnaire, 10 said they would use an anxiety questionnaire, 6 would use an eating
disorder questionnaire, 3 would use a measure of sexual abuse, 1 would use a measure of
self-harm, and 1 would use a measure of drug use. Thirteen percent of respondents
indicated that they would use self-monitoring with the student in the vignette. O f those
who described the self-monitoring they would utilize, the majority described it as
“journaling” (n=12), while others were more specific and described it as self-monitoring
of eating patterns (n=3) and sleeping patterns (n=l).
How Do School Counselors Intervene With Students Who Present With Symptoms of An
Eating Disorder?
Responses regarding treatment approaches the school counselor would utilize
with the student in the vignette are presented in Table 3. Forty-six percent said they
would refer the student to a psychologist, 15% to a physician, and 15% to a social
worker. This is consistent with the overall reported comfort level in referring to each of
these types of professionals. Eighteen percent said they would involve the student in
group therapy. Fifty percent said they would contact the parents of the student, and 48%
said they would schedule a meeting with the parents. There was a significant difference
between responses to vignettes in terms of whether the school counselor would contact
the parent(s) and schedule a meeting with the parents. Post hoc analyses indicated that
school counselors were significantly more likely to contact the parents with the female
eating disordered, female non-eating disordered, and male eating disordered students than
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the male non-eating disordered student (F (3, 255) = 3.847, £ < 0.01). They were also
significantly more likely to schedule a meeting with the parents for the female students
with and without disordered eating and the male eating disordered vignette than the male
non-eating disordered vignette (F (3, 254) = 5.843, £ < 0.001). Because of the ambiguity
of the vignettes, I divided the sample into respondents who identified eating disorder as
the most relevant diagnosis to those who did not in order to determine whether there were
significant differences in responses to questions regarding referral, assessment,
techniques, and interventions. Results indicated no significant difference in techniques
and interventions selected or perceived level of competence.
What Eating Disorder Prevention Program Components Are Currently Being Utilized?
Overall, Minnesota counselors reported having significantly fewer prevention
program components than did counselors in the other 4 states (F (4, 245) = 4.099; p <
.01). On average, North Dakota, Iowa, and South Dakota counselors each reported
having about 5 of the 25 prevention program components listed. Wisconsin, on average,
had about 6 of the 25 prevention components. Responses regarding the availability of
eating disorder prevention program components in the schools are presented in Table 4.
Overall, 20.9% of school counselors reported providing psychoeducation regarding
eating disorders, 43.3 % reported providing presentations on eating disorders, 11.8%
reported providing groups for eating disorders, and 6.5 % reported providing eating
disorder seminars.
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Table 4
Percent of schools with eating disorder prevention program components
State
Component

IA

ND

MN

SD

WI

Overall

Psychoeducation
%
n

26.8
(15)

20.0
(ID

13.6
(6)

15.7
(8)

28.8
(15)

20.9
(55)

Group
%
n

8.9
(5)

3.6
(2)

13.6
(6)

7.8
(4)

25.0
(13)

11.8
(31)

8.9
(5)

5.5
(3)

0.0
(0)

11.8
(6)

5.8
(3)

6.5
(17)

42.9
(24)

50.9
(28)

31.8
(14)

51.0
(26)

36.5
(19)

43.3
(114)

Eating Disorder

Seminar
%
n
Presentation
%
n

Do School Counselors Consider It To Be Their Role To Treat Students With Eating
Disorders?
Mean school counselors’ ratings of the degree to which they consider it to be their
role to intervene with students with various issues are presented in Table 5. There was
not a significant difference between the 5 states in how school counselors perceived their
role to intervene with students with adjustment disorder, anxiety, depression, eating
disorders, relationship issues, and sexual abuse. However, South Dakota counselors were
significantly more likely than counselors in the other 4 states to consider their role to
include treating identity issues (F (4, 234) = 2.663, p < 0.05). Also, school counselors
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who reported spending the majority of their time doing personal counseling were more
likely to identify treating adjustment disorders (F (1,231) = 4.52, j> < .05), identity issues
(F (1,232) = 7.12, p < .01), and relationship issues (F (1,233) = 4.32, £ < .05) as part of
their role as a school counselor. Results regarding school counselors’ responses to items
regarding their role to intervene with various issues are compounded by the fact that the
extent to which school counselors defined “intervene” as assess and refer or to conduct
therapy with the student in the vignette was not clear.
Table 5
Mean ratings of perceived role of school counselors by state

Issue
Adjustment Disorder

M
SD

IA

ND

State
MN

SD

WI

Overall

2.56
(.50)

2.61
(.49)

2.62
(.49)

2.80
(.46)

2.73
(.45)

2.65
(.48)

2.73
(.45)

2.73
(.45)

2.67
(.53)

2.80
(.40)

2.84
(.37)

2.75
(.44)

2.79
(.41)

2.87
(.34)

2.72
(.51)

2.84
(.37)

2.80
(.41)

2.80
(.41)

2.70
(.54)

2.79
(.41)

2.62
(.54)

2.70
(.46)

2.61
(-64)

2.69
(.52)

2.59
(.56)

2.55
(.54)

2.61
(.50)

2.84
(.42)

2.53
(-58)

2.62 *
(.54)

2.79
(.46)

2.75
(.44)

2.82
(-39)

2.87
(.34)

2.80
(.41)

2.80
(.41)

Anxiety

M
SD
Depression

M
SD
Eating Disorder

M
SD
Identity

M
SD
Relationship Issue

M
SD
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Table 5 cont.

Issue

IA

Sexual Abuse
M
SD

2.80
(.40)

ND

State
MN

SD

WI

Overall

2.85
(.46)

2.79
(.41)

2.76
(.48)

2.76
(.48)

2.79
(.45)

Note: * (p < .05). Means in the table reflect the average ratings (1-not at all, 2-somewhat,
3-definitely) of school counselors to the statement: “Please rate the degree to which you
believe it is the school counselor’s role to intervene with students with each of the
following issues:”
A number of respondents commented spontaneously “school counselors do not do
therapy.” However, many other participants asserted that they do engage in therapy.
These contrasting statements seem to reflect the ongoing debate regarding the role of the
school counselor.
How Comfortable Are School Counselors With Referring Student To Other
Professionals?
Overall, respondents reported being most comfortable referring students to
psychologists and physicians (See Table 6). They reported being least comfortable
referring to clergy. School counselors in Iowa and North Dakota responses’ indicated
that they were significantly more comfortable referring to a nutritionist than were school
counselors in Minnesota, South Dakota, and Wisconsin (F (4, 231) = 2.515, p < 0.05).
Minnesota and Wisconsin school counselors’ responses indicated that they were
significantly less comfortable referring to clergy than were school counselors in Iowa,
South Dakota, and North Dakota (F (4, 240) = 3.976, p < 0.01). Female counselors
reported comfort level with referring a student to a psychologist was, on average,
significantly higher than male counselor’s (F (1,254) = 6.48, p < .05). A number of
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counselors reported that they were unable to refer students to professionals outside of the
school because the school would then be responsible for paying for those services.
Several indicated that they instead encourage the parents to bring the child to the
recommended professional(s).
Table 6
Means and standard deviations of school counselors’ comfort with referral to various
professionals bv state

IA

ND

State
MN

SD

WI

Overall

2.66
(.71)

2.77
(.42)

2.86
(.41)

2.76
(-59)

2.84
(.37)

2.78
(.52)

Physician
M
SD

2.87
(.39)

2.80
(-49)

2.73
(.59)

2.71
(.54)

2.74
(.53)

2.78
(.51)

Psychiatrist
M
SD

2.67
(.58)

2.69
(.51)

2.45
(.70)

2.53
(-65)

2.47
(.68)

2.56
(.63)

2.74
(.52)

2.57
(.61)

2.56
(-77)

2.52
(.65)

2.80
(.45)

2.64
(.61)

2.62
(.53)

2.68
(.51)

2.35
(.63)

2.47
(.69)

2.38
(.73)

2.51 *
(.63)

Professional
Psychologist

M
SD

Social Worker

M
SD
Nutritionist

M
SD

Clergy
2.36 2.52 2.08 2.29 2.02 2.26 **
M
SD
(.72) (.57) (.70) (.77) (.81) (.74)
Note: * (p < .05). ** (p < .01). Means in the table reflect the average ratings (1-not at
all, 2-somewhat, 3-definitely) of school counselors to the statement: “How comfortable
do you feel referring a student to each of the following professionals:”
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Do They Believe They Received Adequate Training About Eating Disorders, And Do
They Believe More Training Regarding Eating Disorders is Necessary
Using a scale of 1 (not at all) to 3 (definitely), respondents rated the degree to
which they believed they were adequately trained and the degree to which they felt more
training was needed regarding various issues (See Table 7). Responses indicated that on
average, participants believed they were less well trained in the treatment of eating
disorders, identity issues, and sexual abuse. They reported that additional training was
most needed regarding anxiety, sexual abuse, and eating disorders. On average, female
counselors’ perception regarding the adequacy of training regarding depression (F (1,
244) = 7.52, p < .01) and eating disorders (F (1, 244) = 11.01, p < .01) was significantly
higher than male school counselors’ perception of the adequacy of their training
regarding these issues. Counselors who devoted the majority of their time to personal
counseling rated that adequacy of their training regarding relationship issues significantly
higher than school counselors devoting the majority of their time to academic counseling
(F (1,234) = 8.13, £ < .01).
Table 7
Mean ratings of perceived adequacy of training and need for additional training
Issue

Need for additional training

Adequacy
M

SD

M

SD

Adjustment Disorder

2.16

.64

2.57

.56

Anxiety

2.28

.60

2.70

.51
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Table 7 cont.
Issue

Adequacy

Need for additional training

M

SD

M

SD

Depression

2.37

.65

*

*

Eating Disorder

1.93

.64

2.64

.57

Identity

2.08

.67

2.59

.54

Relationship Issue

2.51

.57

2.55

.59

Sexual Abuse

2.11

.66

2.66

.50

Note: * information not available. Means in the table reflect the average ratings (1-not at
all, 2-somewhat, 3-definitely) of school counselors to the statement: “Please rate the
degree to which you feel that you were adequately trained in your program to work with
students with:”

What Are School Counselors’ Perceived Levels of Competence in the Identification.
Assessment Treatment, and Referral of Students With Eating Disorders
Responses regarding perceived competence in the identification, assessment, and
referral process are summarized in Table 8. Overall, participants reported being more
confident in their competence in the identification of various issues and their knowledge
of the referral process than in the assessment of various issues. Their responses indicated
that they were less confident in their assessment abilities overall, and specifically the
assessment of eating disorders, sexual abuse, and depression. Female counselors’
reported level of competence in the identification of eating disorders was, on average,
higher than the male counselors’ (F (1, 244) = 4.97, p < .05). However, school
counselors’ reported level of competence in their ability to identify eating disorders did
not differ across the vignettes (F (3, 242) = .48, p>.05) and did not correlate significantly
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with the likelihood of diagnosing an eating disorder in response to the two eating disorder
vignettes (r = -.005).
Table 8
Mean ratings of school counselors’ perceived competence
Knowing when Knowing how
Issue

Identification Assessment

to refer

to refer

Anxiety

M

2.30

2.85

2.69

2.77

SD

(.55)

(.64)

(.51)

(.50)

M

2.60

2.06

2.76

2.81

SD

(1.42)

(-69)

(.46)

(.46)

M

2.25

1.84

2.72

2.73

SD

(.57)

(.63)

(.49)

(.53)

M

2.37

1.93

2.80

2.83

SD

(.55)

(.66)

(.45)

(.45)

Depression

Eating Disorder

Sexual Abuse

Note: Numbers reflect means and standard deviations of responses on a 3 point scale with
1 = not at all, 2 = somewhat, and 3 = definitely to the following statement “Please rate the
degree to which you feel you are competent in doing each of the following:”
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School counselors spending the majority of their time doing personal counseling
reported significantly higher levels of competence in the identification, treatment, and
knowledge of how and when to refer students with anxiety issues, how and when to refer
a student with a history of sexual abuse, and the treatment and knowledge of how and
when to refer students with symptoms of depression (See Table 9).
Table 9
Mean differences in perceived competence between academic and personal counselors

Competency

Personal Counselors Academic Counselors
M

F

M

£SD)

(SD}

Anxiety
Assessment
Treatment
Knowing how to refer
Knowing when to refer

2.03
1.89
2.79
2.87

(.65)
(.63)
(.41)
(.34)

1.84 (.64)
1.69 (.58)
2.63 (.54)
2.71 (.56)

5.13*
5.68*
6.32*
6.34*

Eating Disorders
Knowing how to refer

2.83 (.43)

2.64 (.52)

8.41**

Depression
Treatment
Knowing how to refer
Knowing when to refer

1.90 (.67)
2.87 (.34)
2.90 (.30)

1.71 (.60)
2.71 (.49)
2.76 (.52)

4.94*
8.00**
5.40*

Sexual Abuse
Knowing how to refer
Knowing when to refer

2.89 (.35)
2.91 (.29)

2.74 (.49)
2.78 (.51)

6.68*
5.00*

Note: * p < .05. ** p < .01. Numbers reflect means and standard deviations of responses
on a 3 point scale with 1 = not at all, 2 = somewhat, and 3 = definitely.
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What Barriers to Providing Services Do School Counselors Encounter?
Perceived barriers to providing counseling services in the schools are presented in
Table 10. A substantial number (n = 63, 23.95 %) of school counselors identified “time”
as a barrier to their ability to provide necessary sendees in the schools. Additional
barriers identified include: personnel, resources, lack of support from administration,
training, role limitations, lack of availability of other professionals (i.e., psychologists,
psychiatrists, social workers, and nurses), office space/setup, unsupportive parents, and
limited availability of referral agencies.
Several counselors indicated that they would like to be able to offer more therapy
groups, prevention programs, and family therapy but were unable to due to one or more
of the above- mentioned barriers.
Table 10
Reported barriers to providing counseling services in the schools

Barrier
Time

Frequency
63

Percent
23.95

Lack of support from administration

10

3.80

Role limitations/Expectations

10

3.80

Training

7

2.66

Parents not committed

6

2.28

Resources

5

1.90

Staff/personnel

4

1.52
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Table lGcont.
Bander

Frequency

Percent

Privacy/Confidentiality issues

3

1.14

Student Availability

2

0.76

Psychologists and Psychiatrists to work in schools

1

0.38

Nurses and social workers to work in schools

1

0.38

Space/setup of office

1

0.38

Size of caseload

1

0.38

Limited referral agencies

1

0.38

Professional disregard of school counselors’ abilities

1

0.38

Are There Differences Between Male vs. Female and Rural vs. Urban School
Counselors?
ANOVAs were computed to determine whether male and female counselors
differed in their responses. Male counselors reported having worked significantly more
years as a school counselor than female counselors (F (1, 258)- 46.56, p < .001). Female
counselors reported significantly higher levels of comfort with referring to a Psychologist
(F (1, 254)= 6.48, p < .05), higher levels of competence in the identification of eating
disorders (F (1, 244)= 4.97, p < .05), and more adequate training regarding depression (F
(1, 244)= 7.52, p < .01) and eating disorders (F (1, 244)= 11.01, p < .01). The male and
female counselors did not differ significantly on any other variables.
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Differences between urban and rural school counselors were examined using
ANOVA. There were no significant differences between urban and rural counselors in
demographics or any of the items specific to eating disorders.

CHAPTER IV
DISCUSSION
Participants’ responses to the vignettes provided valuable information regarding
how school counselors would likely respond to a male or female student presenting with
symptoms associated with an eating disorder.
Identification. Assessment, and Treatment of Eating Disorders
Are school counselors able to accurately diagnose students presenting with
symptoms of eating disorders? School counselors rated the eating disorder diagnosis as
significantly more relevant to the female eating disorder vignette than the male eating
disorder vignette despite the fact that the two vignettes were identical except for the
gender indicated. The school counselors’ reported level of competence in their ability to
identify eating disorders did not differ across the vignettes. Therefore, perceived
competence does not account for this discrepancy between the male and female vignettes.
School counselors were also significantly more likely to report that they would contact
the parent(s) and /or schedule a meeting with the parent(s) in both female vignettes and
the male eating disorder vignette than the male non-eating disorder vignette. School
counselor’s responses regarding diagnosing the students in the vignette suggest that
school counselors may be more likely to overlook symptoms of an eating disorder in
males than females and less likely to involve the parents in the treatment of males
without eating disorder symptoms than females with/without the same symptoms.
How do school counselors assess students who present with symptoms suggestive
of an eating disorder? Overall, the majority of school counselors reported that they
would use an unstructured interview to assess the student’s issues. Nineteen percent of
49

50
school counselors reported that they would utilize a structured interview but did not
specify which structured interview. Of the 65 respondents who said they would use a
questionnaire, only 6 said they would use an eating disorder questionnaire and they did
not specify a specific questionnaire. Of the 13% who said they would use self
monitoring in the assessment of the student’s issues, only 3 counselors reported that they
would have the student monitor eating patterns. Perhaps the low number of counselors
stating they would use an eating disorder interview, questionnaire, and/or monitoring is
due to the lack of awareness of available, psychometrically sound assessment instruments
specific to eating disorders. This inteipretation is further supported by the school
counselors’ reported relatively low level of competence in the identification and
assessment of eating disorders.
How do school counselors intervene with students who present with symptoms of
an eating disorder? Approximately half of all school counselors reported that they would
schedule a meeting with the student’s parents and refer him/her to a psychologist.
However, they were more likely to contact the parents and schedule a meeting with them
for both female vignettes and the male eating disorder vignette than the male non-eating
disorder vignette which suggests that student gender impacts parental involvement in
therapy. This may result in male students not receiving needed services. They were least
likely to refer the student to a social worker and provide group therapy. If fact, few of the
schools involved in the study reported providing groups for students. This is unfortunate,
because it is one option that would allow more students to receive services that have been
shown to be equally as effective as individual therapy given limited resources available to
the school counselor.
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What Eatmg Disorder Prevention Program Components Are Currently Being Utilized?
Overall, 21% of school counselors reported providing eating disorder
psychoeducation. Forty percent reported providing presentations on eating disorders
while 7% and 12% reported providing seminars and groups for eating disorders. Based
relatively low rates of prevention program components reported in this survey, the fact
that prevention is less costly than intervention, and school counselors’ reported desire to
provide more prevention services, it appears that greater emphasis must be placed on the
provision of eating disorder prevention services. Several counselors reported that time is
a barrier to their ability to provide such services. It appears, as recommended by Jones
(1990) that administrators and school counselors would benefit from working together in
the development of the school counselors job description to allow time to provide
prevention services which would likely save the school district’s and families’ time and
money in the long-term.
Do School Counselors Consider It To Be Their Role To Treat Students With Eating
Disorders?
Overall, participating school counselors reported devoting approximately equal
amounts of time to personal and academic counseling. Comments by respondents
indicated dissension among counselors regarding whether the school counselor’s role
involves providing “therapy.” There seemed to be two polarized views, that school
counselors do not do “therapy” at all and that school counselors should be more involved
in providing “therapy.” It is possible that the school counselors who asserted that they
are not therapists may not define “personal counseling” as therapy. The ASCA (ASCA,
1999) defines “counseling” as “a confidential relationship in which the counselor meets
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with students individually and in small groups to help them resolve or cope
constructively with their problems and developmental concerns” (p. 1). This definition is
consistent with some definitions of therapy. However, this study did not assess the
school counselor’s definition of “personal counseling” and “therapy.” That would
certainly be an interesting area of further study to help clarify the role of the school
counselor and the apparent contradiction between the statement that school counselors do
not provide “therapy” and statistics indicating approximately 50% of their time is devoted
to “personal counseling.”
An additional issue is the school administration’s role in defining the job
description of the school counselor (Muro & Kottman, 1995). Several participants
commented that the administration does not allow them to do as much therapy as they
would like or certain types of therapy. In addition, school administration seems to be
requiring additional tasks of the school counselor (e.g., attendance, discipline, etc.),
which limit the amount of time that may be spent providing direct services to students.
This again highlights the need for administrators and counselors to collaboratively
develop the counselor’s job description to allow counselors to advocate for needed time
to provide therapy.
How Comfortable Are School Counselors With Referring Students To Other
Professionals?
School counselors reported varying levels of comfort with referring students to
other professionals. They appeared most comfortable referring students to psychologists
and physicians, and least comfortable referring to clergy and nutritionists. Their
reported comfort level was consistent with the degree to which counselors said they
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would refer the students in the vignettes to each of the above-mentioned professionals.
Several school counselors noted concerns about referring students directly to
professionals outside of the school because the school district would be responsible for
paying for those services. Furthermore, several counselors voiced concerns about the
lack of professionals in their area to provide the needed services. It is critical that school
counselors have access to and be aware of other professionals to whom they may refer
students when unable to provide the necessary services themselves. The development of
referral procedures for each school (if not yet in place) would likely simplify the referral
process and help to insure that students receive needed services.
Do They Believe They Received Adequate Training About Eating Disorders, And Do
They Believe More Training Is Necessary?
Do school counselors have the necessary training to provide therapy for
psychological issues such as eating disorders and sexual abuse issues? Overall,
participants in this study indicated that they received minimal training in these areas, and
feel that more training is necessary. Counseling psychologists, as educators and
consultants for school counselors, can play an important role in providing training in the
identification and assessment of eating disorders that will enable school counselors to
effectively intervene with such students. If o" oelieves it is the school counselor’s role
to refer rather than to provide therapy for more serious issues, does it not stand to reason
that they must have adequate training to effectively assess for and identify more serious
psychological concerns so they are able to appropriately refer for needed services? Given
the prevalence of dysfunctional eating patterns, perhaps training on eating disorders and
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other relatively common issues such as depression and anxiety should be required as
continuing education for school counselors.
What Barriers to Providing Services Do School Counselors Encounter?
The most notable barrier to the school counselor’s ability to provide direct
services to students appears to be lack of time. This is apparently due to the high
counselor to student ratio and the many other responsibilities of the school counselor.
The average counselor to : .udent ratio found in this study was 1:405 (range 1:349-1:508).
This is in contrast to the recommended maximum counselor to student ratio of 1:250
(ASCA, 1999).
Based on the results of this study, prevention does not appear to be an area of
emphasis for the participating school counselors despite the ASCA role statement that
emphasizes the importance of prevention (ASCA, 1999). Many school counselors
asserted that they would like to provide more prevention programs but are unable to due
to the lack of time, resources, administration support, etc. This is unfortunate because the
offering of prevention programs and group services is one way to maximize service
delivery while minimizing expense.
Are There Differences Between Male vs. Female and Rural vs. Urban School
Counselors?
No differences were found between urban and rural school counselors’
demographics, perceived competence, or ability to diagnose, assess, and treat students
with eating disorders in this study. However, a number of differences were found
between male and female counselors. Male counselors, on average, had been working in
the field approximately 6.6 years longer than female counselors. In addition, female
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counselors reported being more comfortable referring to a psychologist, more adequately
trained regarding eating disorders and depression, and feeling more competent in the
identification of eating disorders. This difference may be associated with the finding that
they have been in the field for a shorter period of time and perhaps more recently
completed their education. Another hypothesis is that female counselors may be more
interested in learning about eating disorders as females are significantly more likely to
experience disturbed eating patterns. However, further research is needed to examine
possible explanations for the differences between male and female counselors found in
this study.
Limitations of Study
Several limitations of this study are noteworthy. Overall, 263 school counselors
returned the survey resulting in a response rate of 26%, which is less than desirable. The
relatively low response rate may be due to reminder cards and postage not being provided
to respondents. Iowa and North Dakota had the highest response rate (28%). South
Dakota and Wisconsin’s response rate was 26% while Minnesota’s response rate was
22%. Therefore, the results of this study may not reflect the views of the majority of
school counselors in the five states surveyed. However, respondent demographics in this
study are consistent with those found in a survey of 500 school counselors with a
response rate of 67% which provides evidence for the representativeness of this sample
(Price et al., 1990). An additional limitation of this study is that the survey was sent to
school counselors in the upper Midwest. Therefore, the results may not be generalizable
to schools outside of this region. The limitations inherent in doing a survey also apply, in
that the responses by individual participants may not reflect what he/she would actually
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do in a similar situation in the school setting to that posed in the vignette. Furthermore,
the validity of the survey and vignettes used in this study has not been investigated.
Implications For Research. Practice and Training
Future studies to examine the differences in perceptions of symptoms based on
student/client gender would be useful to help clarify the factors contributing to the higher
likelihood of identifying an eating disorder in a female student than a male student with
identical symptoms. In addition, it would be useful to examine what school counselors
consider to be their role in intervening with students. Specifically, how school
counselors define “personal counseling” and whether they consider it to be distinct from
“therapy” would be useful information.
Also, an examination of the discrepancies between training received in graduate
programs and the job requirements of school counselors would be beneficial to identify
educational needs of counselors in school settings. Requirements for continuing
education should be examined to insure the competency of school counselors in the
identification of clinical issues so they are able to appropriately refer student for clinical
issues when they do not have the time, are not allowed to provide therapy, or do not feel
competent to counsel students with certain issues such as eating disorders, anxiety
disorders, and/or depression.
Based on the results of this study (i.e„ the relatively absence of prevention
services, school counselors’ reported desire to offer more prevention services, and lack of
time identified as a barrier to the provision of services), it is apparent that increased focus
must be placed on making it possible for school counselors to provide prevention and
group sendees. Furthermore, it is likely that administrators and counselors would benefit
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from collaboratively developing the school counselor’s job description to allow
counselors to have a direct impact on the allocation of their time. The development of
referral procedures and the identification of professionals with expertise to treat eating
disorders and other issues would simplify the referral process and likely make services
more accessible to students in need.
Conclusion
It is apparent from the results of this study that school counselors may be likely to
perceive similar symptoms typically associated with disordered eating patterns differently
when presented by male and female students. In addition, the impact of student gender
on diagnostic impressions is also likely to lead to differing interventions, which is
supported by the results of this study. This may prevent some students (e.g., male
students as suggested by the results of this study) from receiving appropriate services.
Research should further examine the impact of gender on the identification and treatment
of disordered mating patterns.
An additional issue is the role of the school counselor, which has been in
transition (Coy, 1999). Consequently, the school counselor’s role in regard to providing
therapy to students with various issues must be clarified to insure that students are
receiving necessary services whether provided directly by the school counselor or by
referral to an appropriate professional. If it is not the role of the school counselor to
provide “therapy” to students, then other professionals in the community to whom those
students may be referred must be identified. If it is considered the school counselor’s
responsibility to provide “therapy,” we must assure that they are receiving the necessary
training, time, and resources to enable them to effectively provide such services.
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Appendix A
Example Monitoring Form
Behavior(binge
eating, purging)

Date/Time

Location/Setting

Antecedents

Consequences
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Appendix B

:
a t

Cover Letter
Dear School Counselor,
I am a doctoral student in the counseling psychology program in the Department of
Counseling at the University of North Dakota. I am requesting that you tak eafew
'I

minutes to complete this survey, which is being conducted as part of my dissertation

tM

research. The puipose of this survey is to gather important information regarding
.Xjr - •
assessment and treatment of students .e videncing^ variety of problems. I know that your
time is valuable but I hope that you will;take the -5-10 minutes required tb-complete this
survey. Your responses ,to/this-survey are anonymous. Task that you not signu uthe
l c ssurvey
ulvcx
■

or. use names o f individuals in your responses. Returning the survey implies.your consent
- :
.

.

... ..

to participate in this study. Participation is voluntary,
choosing notTo.participate-in this study. The data-obtained frqm this Survey will be kept
for a period of three years after which it will be

Participantsin this/study'will benefit from exposure to psychological research/
• •' •&.•
• **"
y/ •V* • •> .
heightening their awareness of particular clinical .issues of students:and their perceived

-

i x . v ~ i . ~ r __ _ ___*______ ________ i___ r .» u -____________
__________ ______________ : n 1____ ____________, i ___ '
level
ofcompetency-in each.of those areas. Furthermore,
society-will benefit from the

information gleaned from this study, as it will provide information regarding training;
needs.ofschool counselors in various states as welfas.mental health needs o f children
attending the schools in those states. No potential risks associated with participation are
anticipated. Howevfer, if individuals have questions and/or concerns theyrare encouraged
to contact either the principal in vestigator or her dissertation adviser. Furtheirnore;dfvyou*
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are interested in obtaining the results of this study please email your request to Marcella
Stickney at sticknel@gatewav.net or mail it to Dr. Sue Jacobs at the Department of
Counseling, P.O. Box 8255, Grand Forks, ND 58201.

I appreciate your assistance in providing the requested information. If you have any
questions or concerns regarding the survey, please contact Marcella Stickney at (701)
777-2729, email: sticknel @gateway.net, or by mail at Department of Counseling, P.O.
Box 8255, Grand Forks, ND 58201 or my dissertation advisor, Dr. Sue Jacobs at (701)
777-3744, email: sujacobs@badlands.nodak.edu.

Upon completion of this survey, please return it in the enclosed self-addressed envelope.
Thank you for your cooperation.

Sincerely,

Marcella Stickney, M.S.
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Appendix C
Vignette 1.

Please read this vignette and respond to the questions that follow prior to completing the
remainder of the survey.

Jane, a fourteen-year-old girl from the 10th grade class has come to you for counseling.
She is crying when she comes to your office and says she feels like she is “always crying
lately”. She is concerned about her relationship with her boyfriend. Jane really likes him
and feels they have a close relationship. Currently, they are not sexually intimate, and
both of them are fine with that enjoying just spending time together. But, it seems like
everyone else she knows is sexually intimate, and Jane’s starting to wonder whether she
should be “doing it”, too.

Jane becomes very uncomfortable and upset at this point in the conversation. When you
ask her about that, she hesitates and then says that she is a very private person. After
some gentle probes from you, she reveals that she doesn’t want anybody else to touch her
too much or be able to see her body. She reports that even at home with her parents she
is careful to always be private. She always wears at least one layer of long-sleeved, longlegged clothing, even when the weather seems warm. Sometimes, she carries a blanket
with her at home to sit down with. She eats alone in her room, even when her parents are
home and she has a bathroom attached to her bedroom, so she often only sees her parents
when they all sit down to watch TV at the end of the day. When Jane is with her
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boyfriend, she gets nervous if he starts to touch her arms and back and often pushes him
away, even though she does really like him.

You observe that Jane is neatly groomed and dressed. She is wearing a turtleneck
sweater beneath a school sweatshirt with blue jeans. She is somewhat pale, and her hair
is pulled back in a ponytail. She has dark rings beneath her eyes, and when you ask about
that, she says that she has been feeling tired lately, and attributes it to stress. In follow-up
questions, Jane reveals that she has been feeling more stressed than usual and that this has
been a hard semester. Her sleep “hasn’t been the best.” When you ask her about her
appetite, Jane reports that she is eating the “same as usual” although she can’t identify
any specific meals she’s had over the last couple of days. Jane denies any health
concerns or weight loss, and pulls at her jeans slightly when asked about those things.
She reports feeling a little “light-headed” sometimes, and attributes that to too little sleep.
She feels she can’t sleep when she has so much to do, because she should be working
instead.

When you try to get more information about Jane’s physical health and daily habits, she
interrupts you and says, “I only came here to talk about my boyfriend. This stuff isn’t
important.”

Vignette 2.
Please read this vignette and respond to the questions that follow prior to completing the
remainder of the survey.
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Jane, a fourteen-year-old girl from the 10lh grade class has come to you for counseling.
She is crying when she comes to your office and says she feels like she is “always crying
lately”. She is concerned about her relationship with her boyfriend. Jane really likes him
and feels they have a close relationship. Currently, they are not sexually intimate, and
both of them are fine with that enjoying just spending time together. But, it seems like
everyone else she knows is sexually intimate, and Jane’s starting to wonder whether she
should be “doing it”, too.

Jane becomes very uncomfortable and upset at this point in the conversation. When you
ask her about that, she hesitates and then says that she is a very private person. After
some gentle probes from you, she reveals that she does not like talking about sex,
because it seems sort of scary. She reports that at home her parents haven’t told her
about sex, and she doesn’t want them to. Jane will talk about her boyfriend with them,
but she won’t tell them very much about her relationship. She spends time alone in her
room at home, and she often only sees her parents when they all sit down to watch TV at
the end of the day. When Jane is with her boyfriend, she gets nervous if he starts to “kiss
too much” and often pushes him away, even though she does really like him.

You observe that Jane is neatly groomed and dressed. She is wearing a school sweatshirt
with blue jeans. She is somewhat pale, and her hair is pulled back in a ponytail. She has
dark rings beneath her eyes, and when you ask about that, she says that she has been
feeling tired lately, and attributes it to stress. In follow-up questions, Jane reveals that
she has been feeling more stressed than usual and that this has been a hard semester. Her

64
sleep “hasn’t been the best.” When you ask her about her appetite, Jane reports that she
is eating “a little less than usual” but that that sometimes happens when she gets really
stressed out. Jane denies any health concerns or weight loss, although she does feel a
little “light-headed” sometimes, and attributes that to too little sleep. She says it’s hard to
get to sleep sometimes because she’s thinking too much.

When you try to get more information about Jane’s physical health and daily habits, she
says, “I only came here to talk about my boyfriend. This stuff isn’t important”

Vignette 3.
Please read this vignette and respond to the questions that follow prior to completing the
remainder of the survey.

James, a fourteen-year-old boy from the 10th grade class has come to you for counseling.
He is upset when he comes to your office and says he feels like he is “always upset
lately”. He is concerned about his relationship with his girlfriend. James really likes her
and feels they have a close relationship. Currently, they are not sexually intimate, and
both of them are fine with that enjoying just spending time together. But, it seems like
everyone else he knows is sexually intimate, and James’s starting to wonder whether he
should be “doing it”, too.

James becomes very uncomfortable and upset at this point in the conversation. When
you ask him about that, he hesitates and then says that he is a very private person. After
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some gentle probes from you, he reveals that he doesn’t want anybody else to touch him
too much or be able to see his body. He reports that even at home with his parents he is
careful to always be private. He always wears at least one layer of long-sleeved, longlegged clothing, even when the weather seems warm. Sometimes, he carries a blanket
with him at home to sit down with. He eats alone in his room, even when his parents are
home and he has a bathroom attached to his bedroom, so he often only sees his parents
when they all sit down to watch TV at the end of the day. When James is with his
girlfriend, he gets nervous if she starts to touch his arms and back and often pushes her
away, even though he does really like her.

You observe that James is neatly groomed and dressed. He is wearing a turtleneck
sweater beneath a school sweatshirt with blue jeans. He is somewhat pale, and has his
hair neatly brushed. He has dark rings beneath his eyes, and when you ask about that, he
says that he has been feeling tired lately, and attributes it to stress. In follow-up
questions, James reveals that he has been feeling more stressed than usual and that this
has been a hard semester. His sleep “hasn’t been the best.” When you ask him about his
appetite, James reports that he is eating the “same as usual” although he can’t identify
any specific meals he’s had over the last couple of days. James denies any health
concerns or weight loss, and pulls at his jeans slightly when asked about those things. He
reports feeling a little “light-headed” sometimes, and attributes that to too little sleep. He
feels he can’t sleep when he has so much to do, because he should be working instead.
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When you try to get more information about James’s physical health and daily habits, he
interrupts you and says, “I only came here to talk about my girlfriend. This stuff isn’t
important”

Vignette 4.
Please read this vignette and respond to the questions that follow prior to completing the
remainder of the survey.

James, a fourteen-year-old boy from the 10th grade class has come to you for counseling.
He is upset when he comes to your office and says he feels like he is “always upset
lately”. He is concerned about his relationship with his girlfriend. James really likes her
and feels they have a close relationship. Currently, they are not sexually intimate, and
both of them are fine with that enjoying just spending time together. But, it seems like
everyone else he knows is sexually intimate, and James’s starting to wonder whether he
should be “doing it”, too.

James becomes very uncomfortable and upset at this point in the conversation. When
you ask him about that, he hesitates and then says that he is a very private person. After
some gentle probes from you, he reveals that he does not like talking about sex, because
it seems sort of scary. He reports that at home his parents haven’t told him about sex, and
he doesn’t want them to. James will talk about his girlfriend with them, but he won’t tell
them very much about his relationship. He spends time alone in his room at home, and
he often only sees his parents when they all sit down to watch TV at the end of the day.
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When James is with his girlfriend, he gets nervous if she starts to “kiss too much” and
often pushes her away, even though he does really like her.

You observe that James is neatly groomed and dressed. He is wearing a schoo’
sweatshirt with blue jeans. He is somewhat pale, and has his hair neatly brushed. He has
dark rings beneath his eyes, and when you ask about that, he says that he has been feeling
tired lately, and attributes it to stress. In follow-up questions, James reveals that he has
been feeling more stressed than usual and that this has been a hard semester. His sleep
“hasn’t been the best.” When you ask him about his appetite, James reports that he is
eating “a little less than usual” but that that sometimes happens when he gets really
stressed out. James denies any health concerns or weight loss, although he does feel a
little “light-headed” sometimes, and attributes that to too little sleep. He says it’s hard to
get to sleep sometimes because he’s thinking too much.

When you try to get more information about James’s physical health and daily habits, he
says, “I only came here to talk about my girlfriend. This stuff isn’t important”
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Questions following each vignette:
1. Please rate the following diagnostic classifications (1= most relevant - 8 least
relevant) in terms of how appropriate/relevant each is for this student?
___ adjustment disorder
___anxiety
___ depression
___eating disorder
___identity issues
___relationship issues
___sexual abuse issues
___other (please specify)__________________________
What type of assessment would you utilize with this student?
___interview: structured_______________________________

unstructured

___ questionnaire (please specify)_______________________________________
___self-rnonitoring_________ __ _______________________________________
___other assessment (please specify)____________________________________

3.

What interventions would you implement with this student?
____ Individual therapy (circle those that apply)
art therapy

behavior modification cognitive restructuring

dietary counseling

insight-oriented

___Group counseling with school counselor
___Parent(s) contacted

other:_______________
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___Meeting with parents and counselor
___Referral to psychologist
___Referral to psychiatrist
___Referral to social worker
___Other: (please specify)___________________________ ___________________
1.

What is your gender?

Male Female

2.

What is your age?___________

3. What is the highest degree you have obtained?_________________
4. How many years have you been working as a school counselor?________________
5. What percentage of your time is devoted t o ___personal counseling a n d ___academic
counseling?
6. Which of the following best describes your theoretical orientation?
___Client Centered ___ Gestalt

___Cognitive behavioral

___Humanistic

___Psychodynamic

___ Reality therapy

___Interpersonal

___Other:________________

7. W hat school grades do you work with?________________
8. How many students attend that school where you are employed?_____________
9. How many full-time counselors including yourself are at the school where you are
employed?_______
10. What is the size of the community in which the school is located?
a. < 5 0 0

b. 500-999

c. 1,000-4,999

d. 5,000-10,000

e. 10,000+
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11. For each of the following issues which of the following activities are offered as
preventative in your school:
Psychoeducation

Presentations

Seminars

Group Therapy

Anxiety
Depression
Eating Disorders
Identity Issues
Relationship Issues
Sexual Abuse Issues

12. How many students did you work with during the 1999 Fall Semester whose primary
issue was:
___adjustment disorder

___identity issues

___anxiety

___relationship issues

___depression

___ sexual abuse issues

___disordered eating

___ other (please

specify)___________________________
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13. How comfortable do you feel referring a student to each of the following
professionals:
Not at all

Somewhat

Definitely

Psychologist
Physician
Psvchiatrist
a*
Social Worker
Nutritionist
Clergy

14. For what percentage of students identified as having disordered eating patterns during
the 1999 fall semester were the following actions taken:
___Individual counseling with school counselor

___ Referral to physician

___Group counseling with school counselor

___Referral to social worker

___Parent(s) contacted

___Referral to nutritionist

___Meeting with parents and counselor

___Referral to clergy

___Referral to psychologist

___Referral to psychiatrist

___Other (please
specify)_______________________________________________ __
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15. When working with students with each of the following issues, how often do you
usually meet with them?
DAILY

WEEKLY

BIWEEKLY

OTHER

Adjustment disorder
Anxiety
Depression
Disordered Eating
Identity Issues
Relationship Issues
Sexual Abuse Issues
Other:

16. Please rate the degree to which you believe it is the school counselor’s role to
intervene with students each of the following issues:

NOT AT ALL
Adjustment disorder
Anxiety
Depression
Disordered Eating
Identity Issues
Relationship Issues
Sexual Abuse Issues

SOMEWHAT

DEFINITELY
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17. Please rate the degree to which you feel you are competent in doing each of the
following:
1= not at all
Anxiety Issues

2=somewhat
Depression

3-definitely
Disordered
Eating

Identification
of...
Assessment o f...
Treatment o f...
Knowing when
to refer a client
w ith...
Knowing how to
refer a client
w ith...

Sexual Abuse
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18. Please rate the extent who which you feel that you were adequately trained in your
program to work with students w ith...
Not at all

Marginally

Definitely

Adjustment Issues
Anxiety
Depression
Eating disorders
Identity Issues
Relationship Issues
Sexual Abuse

19. Please rate the degree to which you feel that more training regarding working with
students with each of the following issues is necessary in academic programs for school
counselors.
Not at all
Adjustment Issues
Anxiety Disorders
Eating Disorders
Identity Issues
Relationship Issues
Sexual Abuse

Somewhat

Definitely
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20. Are there interventions you would like to implement with students with particular
disorders but are unable to due to limitations associated with working in the school
setting? Yes

No

If yes, please elaborate_____________________________________ _
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